Context: Adolescent Reproductive and Sexual Health Programme has been widely conducted some time now, but it requires improvement for creating a more supportive environment, generating requisite level of awareness among adolescents, organizing better services, improving the capacity of service providers, and monitoring service provision and utilization. Aims: This study aimed to review the current implementation status of the programme in Sonitpur district of Assam and develop a proposal to improve the programme coverage. Settings and Design: Evaluation of various program indicators was carried out in the district by using secondary data available and interview of all stakeholders. Subjects and Methods: A review of the current implementation status was done by a review of programme indicators; interviewing the staff affiliated with the District Health Office and identifying geographic areas or population groups requiring a high focus. Results: There was a lack of awareness on the part of target population, inadequacy of staff especially grassroot workers, and insufficient advertisement and promotion by the authorities. Limitations of program implementation that came to light included sporadic implementation, lack of motivation at the level of staff for outreach activities to areas that do not have proper connectivity, limited information and awareness of population in certain blocks due to geographical remoteness, and lack of political will and commitment. Conclusions: Improvements in health-care facilities aimed specifically at adolescent population have been introduced relatively recently. There are barriers that hamper the implementation of programme on ground. It is important to address the limitations by better political will, intersectoral co-ordination, and interpersonal communication.
Introduction
A dolescent Reproductive and Sexual Health (ARSH) program was identified as a key strategy under the Reproductive and Child Health Programme (RCH Phase II) in India [1] [2] [3] to cater for the needs of 253 million adolescents of the country. [4] [5] [6] [7] The program is implemented through Adolescent Friendly Health Clinics (AFHCs), the number of which has increased from 3356 in 2011-2012 to 6325 in 2013-2014, showing 88% increment over a period of 2 years. [8] Through these clinics, counseling and curative services are provided at the primary, secondary, as well as technical strategies, out of which one strategy for ARSH has been approved as part of the National RCH II Programme Implementation Plan. This strategy focuses on reorganizing the existing public health system in order to meet the service needs of adolescents. [6] [7] [8] This strategy focuses on reorganizing the existing public health system in order to meet the service needs of adolescents. [6] [7] [8] Under ARSH, the scheme for promotion of menstrual hygiene has been initiated in these health setups, especially for rural adolescent girls in the age group of 10-19 years. This programme aims at reinforcing that whether girls in rural areas have adequate knowledge and information about menstrual hygiene and have access to high-quality sanitary napkins along with safe disposal mechanisms. This scheme has rolled out in 17 states through the Central supply of "Freedays" sanitary napkins. Besides these, the Ministry of Health and Family Welfare (MoHFW) has also implemented the Weekly Iron and Folic Acid Supplementation Programme in 2012-2013 with the aim to meet the challenge of the high prevalence and incidence of iron deficiency anemia among adolescent girls and boys. [7] [8] [9] [10] [11] [12] This study was conducted in Sonitpur district of Assam [ Figures 1 and 2] with the aim to review the current implementation status of the programme and thereafter develop a proposal to improve the program coverage.
Subjects and Methods
This cross-sectional descriptive study was carried out as part of a WHO fellowship study in Sonitpur district of Assam from August 2015 to January 2016. The district of Sonitpur was arbitrarily selected for the purpose of this study. The main reason behind the selection was the availability of well-maintained records and their accessibility. Formal permission was sought from the district health authorities. The district of Sonitpur is located in North Assam and has a well-knit health-care system. All AFHCs falling under the jurisdiction of district Sonitpur were included in the study.
Data for the study were compiled from the secondary data in the District Health Office (DHO) and data available in public domain with respect to the state and the country and by interviewing the key informants such as Joint Director Health of the state of Assam and officers and staff of the DHO of Sonitpur, including the outreach workers.
The package of services under ARSH includes promotive, preventive, curative, and referral services. Selected facilities in the district are generally there in a position to provide the core package of services.
For the purpose of the study, the following indicators associated with the impact and coverage of the program were identified: (a) Impact indicators identified for monitoring programs related to the topic including the prevalence of anemia in adolescent girls, adolescent pregnancy (aged 15-19 years), and percentage of girls married below 18 years of age; for each indicator, baseline year data and latest available data were recorded; (b) Coverage indicators identified for monitoring programs related to the topic including proportion of adolescent girls aged 15-19 years who ever received family life education, proportion of adolescent females who got married before the legal minimum age of marriage for girls in India, proportion of adolescent females who are aware of the legal minimum age of marriage for girls in India, proportion of teenage pregnancies (below 20 years) registered, proportion of adolescent girls aged 15-19 years who know about the transmission of reproductive tract infection/sexually transmitted infection, proportion of adolescent girls who had ever heard about HIV/AIDS and unmet need for family planning services (15-19 years). For each indicator, baseline year data and latest available data were recorded.
Besides, a review of the status of indicators related to availability, access, demand, and quality of health services was done. In order to review this aspect, one indicator, each related to availability, access, demand, and quality of services, respectively, was identified. Key informants were interviewed in order to collect these data. Permission from the district health authorities was obtained for interviewing the stakeholders and key informants as well as for the use of secondary data available with the DHO. All key informants were explained about the study, and their informal consent was taken for using their inputs in the study.
Results
Results were presented based on the different indicators studied. A review of the impact indicators is shown in Table 1 . Besides, most recent data of the district as well as the data of previous years were taken for comparison so as to see whether the respective indicators were on track or not. This comparison is depicted in Table 2 . A review of the coverage indicators is shown in Table 3 . Similarly, most recent data of the district as well as the data of previous years were taken for comparison so as to see whether the respective indicators were on track or not. After having reviewed the goals and objectives of the programme; identified the indicators that could reflect the objectives; reviewed the coverage and other parameters such as availability, access, demands, and quality of services, it is equally important to turn toward identifying priority areas. District health action plan (DHAP) highlights the blocks or regions in the district where concerted efforts are required. Data available from the DHAP highlight the geographic areas/population groups having poor health indicators, along with the basis for identification with respective reasons, as shown in Table 4 . A review of the status of implementation of one activity conducted for each intervention has been brought out in Table 5 . The status of implementation was recorded as "fully implemented" when it covered 100% of the homes and community, outreach, or facilities. Similarly, <100% was recorded as "partially" implemented, while nil was recorded as "not at all." How well the activity was done was recorded as "satisfactorily" or "not satisfactorily." This was recorded keeping in view the extent of implementation and the bottlenecks. After review of activities for each of the three levels of the health system, an analysis of strengths and weaknesses of the program was carried out. For this, the staffs of DHO were administered questionnaires directed toward the same and their responses were recorded. Based on responses of the staffs interviewed, the main strengths of the programme were highlighted. It was found that the programme is relatively well established now. Target population and their families have a good awareness generally. Staffing position is improved over the last year which, in turn, has given an impetus to the programme implementation. Adequate resources are available for the implementation of programme; therefore, there is almost no economic crunch. In addition, better training facilities are there for the grassroot workers, which has led to an improvement in the outreach activities. Wide coverage through print and electronic media has helped spread the messages to far-flung areas also. Therefore, relatively larger population is covered compared to earlier days.
At the same time, similarly, certain limitations of program implementation in the district also came to light. Some of the challenges that were brought out included sporadic implementation of programme, that is, although the coverage of the programme has improved over time and certain areas are being well covered, there are still other areas that are almost totally devoid of facilities offered under the programme. Lack of motivation was also found at the level of staff to go for outreach activities where areas do not have proper conveyance/connectivity/roads. Deficiency or lack of maintenance of vehicles for conveyance of staff as well as outreach activities reflects poorly on programme performance. Besides, limited information and awareness of population in certain blocks due to geographical remoteness leads to their being underserved. Political will and commitment is still found wanting, where support for programme is concerned.
Discussion
The government has made consistent efforts to improve health-care facilities for all age groups, out of which, the ones aimed specifically at adolescent population were introduced relatively much later. [4] However, there is a shortage of human resource as well as good infrastructure at various levels, affecting programme implementation on ground. Since this population is not homogeneous, they exist in a variety of circumstances and have diverse needs, making it all the more important for the health staff to be trained well in handling issues related to this age group. [4, 5] It was felt that the measures are not on track mainly due to reasons such as lack of awareness on the part of the target population, inadequacy of staff especially the grassroot workers, as well as insufficient advertisement and promotion by the authorities. It has been observed over time that, to get better results, it is imperative that adolescents are meaningfully involved in the planning and monitoring of programmes that are chalked out for them. Besides, it is very important to gather feedback from them on health services so that right decisions can be made regarding their own care. For this, again, health staff has to be adequate in number as well as training, which was not found in the present study. [5, 6] Similarly, in an evaluation study of National Rural Health Mission conducted in seven states of the country, it was found that the quality of services was seriously affected by shortage of staff at all levels of facilities, which in turn proved a roadblock to the outreach activities. [7] From the present study, it is observed that the likelihood of utilizing public health facilities is much higher among the urban as well as the better educated adolescents, compared to the rural, tribal, or backward ones. Similar results were found in another study where it was observed that the likelihood of using public health facilities was higher among more educated compared with less educated patients as well as higher in high-income families. [7] In another study conducted in a large city in northern India to ascertain the extent of the awareness and utilization of ARSH services among adolescents, it was found that awareness and utilization of ARSH services was inequitable and was more among urban and school-going adolescents. Educational status was the most important factor affecting it. [13] Therefore, promoting healthy practices during adolescence is essential by educating them formally as well as through outreach activities. Taking steps to better protect young people from health risks is critical for the prevention of health problems in adulthood and for countries' future health and social infrastructure. [14] Through AFHCs, counseling and curative services are provided at primary, secondary, and tertiary levels of care on fixed days and fixed time with due referral linkages. [15] To make the clinics adolescent friendly, states have branded the clinics in the name of "Maitri" in Maharashtra, "Udaan" in Uttrakhand, "Sneha" in Karnataka, and so on. The objective is addressing the stigma behind accessing the adolescent services, which was found in the present study also. [15] However, unlike the aforementioned states, no such effort to remove or decrease the associated stigma was found to be made by the state government or the district health authorities, in the present study. Based on these observations made in the present study and in order to overcome the challenges, the following additional activities are suggested to be considered for inclusion in the programme, along with the respective targets identified, as shown in Table 6 .
A plan for monitoring the activities may also be considered, as shown in Table 7 , with at least one key input, output, and outcome indicators.
Limitations of the study
First, the present study was conducted to review the current implementation status of ARSH. District Sonitpur of Assam was selected because the program had been underway for few years now and records were relatively well maintained. However, this may be a limitation of this study as the status of implementation is likely to vary from state to state, as well as between districts within the same state. Single district, as has been studied, may not be a true representative. Therefore, external validity will be compromised. Second, secondary data were used for the study, either from the DHO or the ones available in public domain. Hence, the study also suffers from the drawbacks of using secondary data. However, these limitations can be overcome by selecting a larger population over the country with the specific aim to review ARSH.
Conclusions
Although good programme and facilities are available for adolescents, there exist gaps in infrastructure, shortage of trained workforce, less-than-satisfactory organization of services, lack of interest, and lack of motivation on the part of some staff. These are few of the barriers that hamper the implementation of programme on ground. Furthermore, areas requiring more focus are mainly rural, tribal, or backward. The results of the present study may be applied with caution as it covers only one district of a state. It would be worthwhile to undertake an operational research by taking into consideration the complete state and even at the national level.
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